S
odium-glucose cotransporter 2 (SGLT2) inhibitors are oral hypoglycemic agents that act primarily by increasing the urinary elimination of glucose. 1 In addition to reducing blood glucose, treatment with the SGLT2 inhibitor empagliflozin has also been associated with weight loss and reductions in blood pressure (BP). [2] [3] [4] [5] In the EMPA-REG OUTCOME trial (BI 10773 [Empagliflozin] Cardiovascular Blood Pressure Trial in Type 2 Diabetes Mellitus Patients), treatment of patients with type 2 diabetes mellitus (T2DM) and high cardiovascular risk with empagliflozin versus placebo significantly reduced cardiovascular and all-cause mortality, heart failure-related hospitalizations, and progression of diabetic nephropathy. [6] [7] [8] Although clinic BP was reduced by empagliflozin, the contribution of decreases in 24-hour BP, including nocturnal and morning time periods, to the observed benefit on cardiovascular outcomes could not be determined. In particular, nocturnal hypertension, or the nondipper pattern of nighttime BP, is a strong predictor of cardiovascular disease including nonischemic heart failure, both in patients with hypertension and in the general population. [9] [10] [11] The risk of developing cardiovascular disease is also increased in T2DM patients. 12 The cardiovascular disease and mortality risk are particularly high in T2DM patients with nocturnal hypertension. [13] [14] [15] This highlights the importance of nighttime BP as a cardiovascular and mortality risk factor in patients with T2DM, and suggests that nighttime BP could be an important therapeutic target in these patients. The SACRA study (SGLT2 inhibitor and Angiotensin Receptor Blocker [ARB] Combination Therapy in Patients With Diabetes and Uncontrolled Nocturnal Hypertension) used ambulatory BP monitoring (ABPM) to investigate the effects of adding empagliflozin to existing antihypertensive therapy on nighttime BP in T2DM patients and uncontrolled nocturnal hypertension.
METHODS
The SACRA study (NCT03050229) was a multicenter, randomized, placebo-controlled, double-blind, 2-arm, parallel group trial conducted in Japan. The study protocol was approved by the ethics committee of Jichi Medical University School of Medicine. The study was conducted in accordance with the principles of the Declaration of Helsinki, International on Harmonization Tripartite Guideline for Good Clinical Practice. All patients provided written informed consent before enrollment into the study.
The data, analytic methods, and study materials will not be made available to other researchers for purposes of reproducing the results or replicating the procedure.
Participants
Eligible patients were aged ≥20 years; had T2DM (glycosylated hemoglobin [HbA1c] ≥6% and <10%), seated clinic systolic BP (SBP) 130 to 159 mm Hg or diastolic BP (DBP) 80 to 99 mm Hg, and nocturnal hypertension (SBP ≥115 mm Hg at 2, 3, and 4 a.m. during sleep 5 days before randomization, measured using home BP monitoring [HEM-7080-IC; Omron Healthcare Co Ltd, Kyoto, Japan]); were receiving stable antidiabetic treatment with or without antidiabetics for ≥8 weeks before baseline; and were receiving stable antihypertensive treatment that included an ARB for ≥8 weeks before baseline. Key exclusion criteria included history of diabetic ketoacidosis or diabetic coma, renal and liver damage, and cardiovascular disease events (within 3 months before randomization; Table  I in the online-only Data Supplement).
Randomized Treatment
After an 8-week run-in period, eligible patients were randomized (1:1) to receive empagliflozin 10 mg or matching placebo once daily for 12 weeks. Randomization was performed using a computer-generated, pseudorandom sequence and was stratified by nighttime SBP, age, sex, and study center. Antihypertensive and antidiabetic medication could be changed at the discretion of the investigator.
Assessments
Study visits were scheduled at baseline, week 4, week 8, and week 12. Morning home BP monitoring using a validated BP monitoring device (HEM-7080-IC) was performed for 5 consecutive days before each study visit. Clinic BP was measured at each study visit. Twenty-four-hour ABPM was performed at baseline and week 12, after administration of study
Clinical Perspective
What Is New?
• Patients with type 2 diabetes mellitus and hypertension are at increased risk of developing cardiovascular disease, particularly when nighttime blood pressure is elevated. • This is the first time that a sodium-glucose cotransporter 2 inhibitor has been studied in patients with type 2 diabetes mellitus and uncontrolled nocturnal hypertension in a randomized, placebo-controlled clinical trial.
• The addition of empagliflozin to existing antihypertensive therapy was associated with significant reductions in a variety of blood pressure measures, including ambulatory and home blood pressure.
What Are the Clinical Implications?
• There is a growing body of data supporting the important benefits of sodium-glucose cotransporter 2 inhibition in patients with type 2 diabetes mellitus and hypertension.
• The reductions in blood pressure that occurred after the addition of empagliflozin therapy were of a clinically relevant magnitude that would be expected to reduce cardiovascular risk, and occurred in patients already receiving antihypertensive therapy (including angiotensin receptor blockers).
ORIGINAL RESEARCH ARTICLE medication, using methods described previously. 16 In brief, an automatic oscillometric method ABPM device (TM2431; A&D Co, Tokyo, Japan) was used to record BP and pulse rate every 30 minutes for 24 hours. Twenty-four-hour BP was defined as the average of all readings over a 24-hour period. Nighttime BP was calculated as the average of BP values recorded over the period from when the patient went to bed until the patient got up; values over the rest of the day were used to calculate daytime BP. Investigators were unaware of glucose results during the entire treatment period. Safety was assessed based on laboratory findings, and the occurrence of adverse events and side effects documented during study visits.
Outcomes
The primary efficacy end point was change from baseline in nighttime SBP and DBP measured using ABPM. Key secondary end points were change from baseline in mean 24-hour SBP/ DBP and daytime BP at week 12. Other secondary efficacy end points were change from baseline to week 12 in morning home BP, clinic BP, HbA1c, and body weight. Additional end points were low-density lipoprotein and high-density lipoprotein cholesterol levels, NT-proBNP (N-terminal pro B-type natriuretic peptide) levels, atrial natriuretic peptide levels, magnesium levels, estimated glomerular filtration rate (eGFR: men, 194×serum creatinine ×0.739), 17 urinary albumin creatinine ratio, and laboratory findings.
Statistical Analysis
Given that there are no existing published data on the effects of empagliflozin in combination with an ARB on nighttime BP in Japanese patients with T2DM and nocturnal hypertension, expected changes in BP during treatment for inclusion in the sample size calculation were taken from another trial of empagliflozin in patients with diabetes mellitus and hypertension. 18 Adjusted mean differences versus placebo in the change from baseline in mean 24-hour SBP were -4.18 mm Hg with empagliflozin 10 mg and -5.04 mm Hg with empagliflozin 25 mg. It was assumed that reductions in nighttime BP would be greater than those in mean 24-hour SBP, and therefore a betweengroup difference (empagliflozin versus placebo) was assumed for the mean change in the mean nighttime SBP of -5 mm Hg (with a SD of 10 mm Hg in each group). To detect differences between the 2 groups with 80% power, 63 patients in each group would be required (126 in total). Assuming that 20% of recruited patients would not meet the nighttime BP entry criteria and another 10% would be withdrawn during the treatment period, the enrollment target was 176 patients.
Patients who were noncompliant with the Ethical Guidelines for Clinical Research were excluded from both efficacy and safety analyses. The full analysis set included all enrolled participants who received their assigned therapy at least once after randomization and who had made 24-hour ABPM recordings at least once. The safety analysis set included all randomized participants who had received the assigned therapy at least once during the study period. Efficacy analyses for BP values were conducted in the full analysis set, and safety was determined in the safety analysis set.
Intergroup comparisons were tested with a t test for continuous variables, and 
RESULTS
A total of 174 patients with diabetes mellitus and uncontrolled nocturnal hypertension were screened between January and September 2017, of whom 132 met the inclusion criteria and were randomized ( Figure 1 ). One patient in the placebo group withdrew because of protocol violation. Therefore, 131 patients were included in the full analysis set (68 in the empagliflozin group and 63 in the placebo group). There was an antihypertensive drug dosage increase in only 1 patient during the trial (in the placebo group). Baseline demographics and characteristics were well matched between the treatment groups (Table 1) , apart from a higher baseline pulse rate in the placebo versus empagliflozin group (70.7±9.5 versus 67.1±8.3 beats/min; P=0.026).
Blood Pressure
There was a significant reduction from baseline to week 12 in nighttime SBP with empagliflozin (-6.3 mm Hg; P=0.004) but not with placebo (-2.0 mm Hg; P=0.367); between-group difference was -4.3 (P=0.159; Figure 2) . Reductions from baseline in daytime SBP and 24-hour SBP were also statistically significant in the empagliflozin group but not in the placebo group, with 
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statistically significant between-group differences in the change from baseline (both P<0.001; Figure 2 ). Changes in nighttime, daytime, and 24-hour DBP showed a similar pattern, all being significantly reduced from baseline by empagliflozin and not placebo, and significant between-group differences in the reduction from baseline for daytime and 24-hour DBP (Figure 2 ). Reductions from baseline in clinic and morning home SBP were also statistically significant in the empagliflozin group, with statistically significant betweengroup differences in the change from baseline (both P<0.001; Figure 3 ).
Other End Points
After 12 weeks, HbA1c and body weight decreased from baseline to a significantly greater extent in patients receiving empagliflozin compared with placebo (both P<0.001), but numeric differences between the groups were small (-1.3 kg and -0.33%, respectively; Figure 4A and 4B). Significant reductions in uric acid and eGFR with empagliflozin versus placebo were evident after 4 weeks' treatment ( Figure 4C and 4D) .
At the 4-week follow-up, levels of NT-proBNP had reduced to a significantly greater extent in the empagliflozin versus placebo group (P=0.013), but at the 12-week follow-up, the between-group difference was no longer statistically significant (P=0.361; Figure I Pulse rates for each BP measurement were not significantly different between the empagliflozin and placebo groups ( Figure IV in the online-only Data Supplement). In addition, the proportion of patients who changed antihypertensive medication during the study did not differ significantly between treatment groups. Lipid levels were also similar in the empagliflozin and placebo groups throughout the study (Table II in 
Safety
Empagliflozin was well tolerated; no serious adverse events occurred during treatment, and there were no new safety signals. There were 4 adverse events in 4 patients in the placebo group and 14 events in 8 patients in the empagliflozin group. Of these, 7 events in the empagliflozin group (1 each of thirst, polyuria, lumbago, genital itching, fatigue, nausea, and constipation) and 1 in the placebo group (heartburn) were considered to be related to treatment. There were no episodes of hypotension, dehydration, urinary tract infection, or acute kidney injury.
DISCUSSION
The SACRA study is the first randomized, double-blind, placebo-controlled clinical trial of an SGLT2 inhibitor in ORIGINAL RESEARCH ARTICLE patients with T2DM and uncontrolled nocturnal hypertension despite ARB-based antihypertensive therapy. The addition of empagliflozin was associated with significant reductions from baseline in nighttime, clinic, 24-hour ambulatory, and morning home BP. Reductions in the majority of BP parameters were significantly better with empagliflozin versus placebo. The only parameter that did not reach statistical significance at 12 weeks with empagliflozin versus placebo was the reduction in nighttime BP. However, the numeric difference between the two treatments (-4.3 mm Hg) and the reduction from baseline with empagliflozin (-6.3 mm Hg) were of a magnitude that is likely to have important clinical implications given that a 5-mm Hg reduction in mean nighttime SBP has been independently associated with a 20% reduction in cardiovascular risk. 19 The home BP-lowering effects of empagliflozin in this high-risk population were also clinically meaningful because home BP-guided management of hypertension is the best approach in clinical practice. 20 In the large, Japan-wide home BP registry-based HONEST study (Home Blood Pressure Measurement With Olmesartan-Naive Patients to Establish Standard Target Blood Pressure), on-treatment home BP was more closely associated with cardiovascular event risk than clinic BP. 21 Morning home SBP after 12 weeks' treatment with empagliflozin in the current study was 126.6 mm Hg, close to the 124 mm Hg that was found to be the morning SBP associated with minimum cardiovascular risk in the HONEST study. 21 In addition, reductions in morning home SBP (13.3 mm Hg) and clinic SBP (9.9 mm Hg) in the SACRA study were of a clinically relevant magnitude given that data from a meta-analysis showed that a 10 mm Hg reduction in clinic SBP reduced the risk of major cardiovascular events by 20%, coronary heart disease by 27%, stroke by 27%, heart failure by 28%, and all-cause mortality by 13%. 22 Based on available evidence, the cardiovascular risk associated with a ≥10-mm Hg reduction in home SBP would be greater than that achieved with a similar reduction in clinic SBP. This morning home BP reduction is particularly relevant in patients of Asian ethnicity who have been shown to have an exaggerated morning BP surge and morning hypertension compared with Western populations, and are at increased stroke risk. [23] [24] [25] Good reductions in daytime and 24-hour ambulatory BP were seen during empagliflozin therapy. This is notable given the elderly nature of the study population (mean age approximately 70 years). Consistent with the EMPA-REG BP trial results, we also noted slightly greater reductions in daytime compared with nighttime BP during empagliflozin therapy. Compared with the same empagliflozin dosage in the EMPA-REG BP trial (10 mg/d), 18 reductions in 24-hour BP compared with placebo were greater in our study. Empagliflozin Bars and values represent the change (mean and 95% CI) from baseline using the mixedeffects model with repeated measures adjusted for age and sex. *Between-group difference in the change from baseline.
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reduced 24-hour SBP by 7.7 mm Hg versus placebo compared with 3.44 mm Hg in the EMPA-REG BP trial; corresponding reductions in 24-hour DBP in the 2 trials were 2.9 and 1.36 mm Hg. 18 Reasons for these differences are not clear. The majority of patients in the EMPA-REG BP trial (>90%) were receiving concomitant antihypertensives, as was the case in our study. The rate of use of angiotensin-converting enzyme inhibitors in the EMPA-REG BP trial was >75%, but there was no information on ARB use, 18 whereas all patients in the current study were using an ARB. Nevertheless, reductions in BP with empagliflozin were found to be independent of concomitant antihypertensive use (number and type of agents) in an analysis of EMPA-REG BP data. 26 Reductions in 24-hour BP in the current study were also greater than those from a meta-analysis of all randomized, double-blind, placebo-controlled trials investigating the effects of SGLT2 inhibitors on 24-hour ambulatory BP (-3.76 and -1.83 mm Hg for 24-hour SBP and DBP, respectively). 27 Differences between trials in the reported BP reductions could be attributable to differences in the patient populations. Participants in the SACRA study were elderly (mean age approximately 70 years), had good glycemic control (mean HbA1c <7.0%), and were selected based on the presence of nocturnal hypertension only. In addition, patient ethnicities differed between studies. All patients in the SACRA study were from Japan, compared with predominantly white populations in the previous trials. Japanese and Asian patients have a genetic predisposition to salt sensitivity and tend to have higher dietary salt intake. 20, 28, 29 Despite these differences in patient characteristics, the beneficial effects of empagliflozin on cardiovascular outcomes and allcause mortality in Asian participants in the EMPA-REG OUTCOME trial were even greater and consistent with those in the overall patient population. 30 Nocturnal hypertension is a clinical phenotype of salt sensitivity, with higher blood pressures required to secrete sodium from the body. This increases stress on the left ventricle and the cerebral circulation, resulting in greater end-organ damage. It has been suggested that the BP-lowering effects of SGLT2 inhibitors could be a result of their effects on osmotic diuresis and mild natriuresis, 27, 31 with a resulting reduction in preload. 32 Osmotic diuresis might contribute to early decreases in BP during SGLT2 inhibitor therapy, with natriuresis playing a role in longer-term BP reductions. 33 Significant reductions in the tissue sodium content of the skin have also been reported after 6 weeks' therapy with dapagliflozin. 32 It has been suggested that greater reductions in daytime versus nighttime BP during SGLT2 inhibitor therapy may, at least in part, be a result of the glucose-dependent nature of glycemic control with these agents. 27 Specifically, diuresis might be higher during daytime periods of higher glucose levels as a result of higher food and fluid intake. Conversely, smaller reductions in BP at nighttime with empagliflozin could be attributable to lower nocturnal urine production as a result of circadian rhythms in renal function. Circadian variations in sympathetic tone are another potential mechanism for the observed differences in diurnal and nighttime BP regulation by SGLT2 inhibitors. Additional research is needed to more clearly elucidate the specific mechanism of BP reduction with SGLT2 inhibitors, particularly in patients with cardiovascular high risk.
In addition to glucose-lowering and antihypertensive effects, treatment with empagliflozin was also associated with significant reductions in body weight and uric acid compared with placebo, consistent with the EMPA-REG OUTCOME study. [6] [7] [8] Even though baseline levels of NT-proBNP and atrial natriuretic peptide were within the normal range, these parameters were significantly reduced in patients receiving empagliflozin. Reductions in natriuretic peptides, even within the normal range, can have a clinically relevant beneficial effect on cardiovascular risk and mortality. 34 In addition, the urinary albumin creatinine ratio decreased to a greater extent in the empagliflozin group than in the placebo group. Furthermore, the pattern of these effects seen for empagliflozin in this study, which enrolled an elderly population with slightly higher body mass index and good glycemic control, including the reductions in natriuretic peptides, without marked reduction in glucose, suggested that empagliflozin may be a useful therapeutic option in patients with heart failure who have similar characteristics.
The eGFR reduction seen in empagliflozin recipients in this study was not progressive. In previous clinical studies, acute, reversible declines in eGFR with commensurate increases in serum creatinine have been observed with SGLT2 inhibitors, consistent with the hemodynamic effect of these agents. The initial decline in eGFR observed with SGLT2 inhibitors is likely related to afferent arteriolar vasoconstriction through a tubuloglomerular feedback mechanism. 35 Reduction of uric acid could be explained by the stimulating effects that SGLT2 inhibition has on excretion of uric acid by GLUT9 isoform 2 on the apical membrane of the proximal tubule and possible inhibition of uric acid reabsorption in the collecting ducts. 36 
Study Limitations
The most important limitation of our study is likely to be the lack of study power. Sample size calculations were 
